Spontaneous haemopneumothorax, although well documented, is a condition rarely encountered by the general surgeon. As a result of hypovolaemia and loss of respiratory function, patients with this condition are seriously ill and thus require early diagnosis and urgent treatment. We report a further patient with this interesting and potentially dangerous clinical entity. A 32-year-old woman underwent surgical excision of a lump in her left breast in a general surgical unit of the Royal Victoria Hospital. Clinical diagnosis of fibroadenosis was confirmed by frozen section histology. Anaesthesia was uneventful, the patient breathing spontaneously throughout the operation via a face mask. She was well post-operatively and was discharged on the evening of the surgery. On the third post-operative day she experienced sudden, severe pain in the left shoulder and scapular region which was pleuritic in nature and accompanied by acute shortness of breath. Over the next few hours the pain became more severe, the dyspnoea more marked and she was re-admitted to hospital. On examination the patient looked ill. She was cold, clammy and grossly dyspnoeic. However, the pulse rate was 95 per minute and of good volume and the blood pressure 130/50 mmHg. Examination of the chest revealed a shift of the trachea to the right with hyper-resonance in the left apical region and stony dullness at the left base on percussion. On auscultation complete lack of air entry to the left hemithorax was noted. Chest radiograph confirmed an extensive left-sided pneumothorax with a large effusion at the left base (Fig.) . A distinct air/fluid level was present and a diagnosis of haemopneumothorax was made. The haemoglobin was 8.6 g/dl. Pleural drains, one apical and one basal, were inserted under local anaesthesia. Air bubbled from the apical drain and 1,200 ml of altered blood rapidly discharged from the inferior drain. Repeat chest x-ray showed good re-expansion of the left lung. The anaemia was corrected by transfusion of four units of blood. Subsequently the patient made an uneventful recovery. The chest drains were removed on the fourth day and she was discharged home ten days after admission. At review six weeks later, she remained symptomatically and clinically well with a normal chest x-ray.
FIGURE.
Chest radiographs showing (left) large haemopneumothorax left side and (right) complete resolution and full lung re-expansion 6 weeks later.
COMMENT
Spontaneous haemopneumothorax, though relatively rare, occurs most frequently when a congenital bulla or bleb coincides with the presence of vascularized adhesions between the visceral and parietal pleura.' The lung lesion is the underlying cause of the pneumothorax, the haemothorax developing when the two pleural layers are pulled apart as the lung collapses. Due to the relative lack of constrictive muscle in the arterioles in these adhesions,2 vasoconstriction does not occur and large quantities of blood may be lost into the pleural cavity. Haemopneumothorax is also seen as a secondary phenomenon in association with primary lung pathology such as carcinoma or tuberculosis. Clearly, these conditions must be excluded in the investigation of the patient with haemopneumothorax.
When no underlying pathological process can be readily identified, a diagnosis of spontaneous haemopneumothorax is justified. This condition is seen in 2-5 % of patients with spontaneous pneumothorax. 3 Generally, it appears to affect a specific population group, namely young white males, occurring only occasionally in coloured patients or females. The age group involved is usually 15-45 years with a documented preponderance of males in a ratio of 15: 1.4 Our patient had no previous history of lung disease and subsequent investigation has revealed no evidence of underlying pulmonary or pleural pathology. We cannot relate the development of haemopneumothorax to her earlier minor surgical procedure or anaesthetic and feel therefore that a diagnosis of spontaneous haemopneumothorax is appropriate. The fact that the patient is female is noteworthy. Treatment of this condition must be prompt and aggressive, combining adequate intravenous transfusion with removal of blood from the chest cavity and reexpansion of the lung. If early diagnosis is made, the insertion of two chest drains, The Ulster Medical Journal one basal and one apical, is usually all that is required, provided active bleeding ceases. If haemorrhage persists, thoracotomy may be necessary in order to control the source; stapling of bullae may be performed at this time. Formal chest exploration is also indicated, if diagnosis is delayed, so that complete removal of blood clots can be accomplished. Residual haematoma within the pleural cavity may result in subsequent fibrosis and lung constriction. If scar tissue does form, decortication may be required.
Some 30 years ago the reported mortality figure for spontaneous haemopneumothorax was 27%.5 Treatment then consisted of simple aspiration of the pleural cavity. The introduction of more aggressive management in the form of wide bore chest drains and thoracotomy as required resulted in a rapid fall in mortality to 15 %.6 Today, the vast majority of patients might be expected to survive provided an awareness of the condition is maintained, early diagnosis is made and immediate treatment is instituted. The possible significance of the combination of gross blood loss and respiratory embarrassment should be remembered and spontaneous haemopneumothorax should still be recognised as potentially lifethreatening in a young person.
